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State: Massachusetts

Charges Imposed on the Categorically Needy

(A) Services for which a charge is applied include Medicaid-reimbursable prescription drugs and non-
emergency services provided in a hospital emergency room.

(B) Nature of the charge imposed on eact service is a copayment.

(C) Amount and basis for determining the charge is $3.00 for each non-emergency service provided in
a hospital emergency room and $2.00 for each Medicaid-reimbursable prescription drug. No
copayment is required for family planning services or supplies.

(D) Method used to collect the charge is edits in the claims processing system which automatically
deducts the copayment amount unless the provider codes the claim indicating that the recipient
meets the criteria contained in 42 CFR §447.53 (6).

(E) Basis for determining whether an individual is unable to pay the charge and the means by which
such an individual is identified to providers is the individual’s statement to the provider that he or
she does not have the money to pay for the service at the time the service or prescription is
provided.

(F) Procedures for implementing and enforcing the exclusions from cost sharing include notices to
recipients and providers regarding the copayment requirements, edits to the claims processing
system.
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